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OPE Work Groups

Geography Care Continuum Initiative



Workgroup Structure

Geographies

• Facilities in near 
proximity to facilitate 
resource flex as needed, 
e.g.,

Event or complaint 
management

Surveys

System or work 
deployment

Care Continuums

• Behavioral Health

• Children’s Health, 
Primary Care

• Critical Care, Med Surg

• ED, Trauma

• Homecare, Hospice, 
Rehab

• Oncology

• Shared Services

• Surgical Services

• Women’s Health

Initiatives

• Education

• Event Management

• Survey Readiness

• Provider Support

• Communication

Directory Detail

https://intermountainhealth.sharepoint.com/sites/OfficeofPatientExperience/Shared%20Documents/Guidebook%20for%20Redesign/Master%20-%20OPE%20Workgroups%20Directory%20V1.xlsx?web=1
https://teams.microsoft.com/l/file/3580BC32-FAA6-42F6-8E5A-2DB191C2CCBC?tenantId=a79016de-bdd0-4e47-91f4-79416ab912ad&fileType=xlsx&objectUrl=https%3A%2F%2Fintermountainhealth.sharepoint.com%2Fsites%2FOfficeofPatientExperience%2FShared%20Documents%2FGuidebook%20for%20Redesign%2FMaster%20-%20OPE%20Workgroups%20Directory%20V3.xlsx&baseUrl=https%3A%2F%2Fintermountainhealth.sharepoint.com%2Fsites%2FOfficeofPatientExperience&serviceName=teams&threadId=19:40edbfef4ec94bbcb60d439d95eb3c49@thread.skype&groupId=55d413a4-be05-45f5-86bf-bfd1a9aba68e


Actively listen Support you with empathy Work collaboratively as a team

Learn what matters to you Answer your questions Speak up if there is a concern

Use language you understand Treat you with kindness Resolve problems when they come up

I keep you safeI care about youI respect you



• Be approachable -- LISTEN
• Encourage others’ voices
• Listen for ‘I have a concern’

• Hand off situational awareness
• Model attention to detail
• What could go wrong?

• Be clear and concise
• Respect others’ time
• Request action

• Acknowledge uncertainty
• Address anything abnormal or unclear
• Listen for ‘I have a concern’

• Take time and focus
• Confirm understanding of plan
• Listen for ‘I have a clarifying question’

• Beware multitasking: stop and focus
• Take a diagnostic timeout
• Watch yourself for bias

High Reliability = We do what we intend to do EVERYTIME



Apology and Connection



Life of a Safety Event
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Reporting
Rapid 

Assessment
Analysis and 
Classification

Action 
Planning

Closing the 
loop

Life of a Safety Event

You cannot fix what you do not 
know is broken.



Caring
What do our patients, their loved ones, and our caregivers need?

Learning
Did our process break down? 
Do we need to make any changes to promote safety and experience?



Psychological Safety and Accountability
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Edmondson, Amy C. Teaming: How Organizations Learn, Innovate, 
and Compete in the Knowledge Economy. Jossey-Bass, 2012.



Life of a Safety Event

Reporting 
Rapid 

Assessment
Analysis and 
Classification

Action 
Planning

Closing the 
loop

Initial response to errors is key to ongoing 
transparency, and transparency is key to a 

highly reliable culture. 



Safety Pause

Caring
What do our patients, their loved ones, and our caregivers need?

Learning
Did our process break down? 
Do we need to make any changes to promote safety?





Rapid Assessment (ad hoc meeting) 

The Team:

1. Executive Leadership Team 
(Sentinel/Never Events)

2. Specialty Based and Community Based 
Leaders

3. Office of Patient Experience Leader

4. System Clinical Program and/or Shared 
Clinical Service Leaders

5. Local Administration, department leads 
and department managers

6. Clinical Risk and Safety



HARM EVENT ASSESSMENT TEAM (HEAT)

• Weekly meeting with system operational and 
clinical leaders. Local teams are invited as adhoc
based on event location. 

• Discussion includes patient and caregiver support 
needs, equity concerns, learning opportunities, 
classification, and action planning. 
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Finding the holes in the cheese…



Example of 
Cause Map

Tool
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Consistently measuring harm
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Strength of Action Planning Guide







Sustainability

Action plan 
evaluation 

upon 
completion

45-day 
progress 
check-in

90-day 
completion 
report out

180-day 
sustainability 

report out

One Year 
check-in



Life of a Safety Event

Reporting 
Rapid 

Assessment
Analysis and 
Classification

Action 
Planning

Closing the 
loop

“The single biggest problem in 
communication is the illusion that it 
has taken place.”

George Bernard Shaw



Closing the Loop

Reporting Caregiver

Involved Caregivers 

Formal Lessons Learned

Action Plan Evaluation Team

Leadership Teams and Boards

CI Portal Tracking



Questions?


